
AUTHORIZATION FOR DISCLOSURE OF CONFIDENTIAL INFORMATION
i, ________________________________________________________________________________ authorize and request

(NamE Of cliENT, parENT, guardiaN/lEgal rEprEsENTaTivE)
    Check all that apply:                                                               
    department of social services (dss)                                 family support division (fsd)
    division of youth services (dys)                                        children’s division (cd)
    mO healthNet division (mhd)                                             division of legal services (dls)
    division of finance & administrative services (dfas)       
    missouri medicaid audit and compliance (mmac)             
    Other ____________________________________________________________________________________________

(NamE Of faciliTy, agENcy, mENTal hEalTh cENTEr, pErsON)

to disclose/release the below specified information of:
NamE dcN                                                  daTE Of birTh                             sOcial sEcuriTy NumbEr

whO rEcEivEd sErvicEs frOm (daTEs)

iv-d NumbEr (rEquirEd fOr rEquEsTs fOr child suppOrT rEcOrds)

to (check all that apply)                                                               
    attorney: ___________________________________        Employer: ________________________________________
    legislator/staff: _____________________________       governor’s staff: __________________________________
    Other  ____________________________________________________________________________________________

(NamE Of faciliTy, agENcy, pErsON)

    ____________________________________________________________________________________________________
(addrEss, ciTy, sTaTE, zip)

THE PURPOSE OF THIS DISCLOSURE IS (CHECK ALL THAT APPLY)

Eligibility determination                             legal consultation/representation                          legal proceedings
Employment                                               complaint/investigation/resolution                          Treatment planning
continuity of services/care                       background investigation                                        at consumer’s request
To share or refer my information to other missouri state agencies (such as dmh, dhss, dss, dEsE, etc.) to obtain 

services consistent with the ____________________________________________ program (please complete the name of the
program in which you want to participate)

Other (specify) ________________________________________________________________________________________

THE SPECIFIC INFORMATION TO BE DISCLOSED IS (CHECK ALL THAT APPLY)

Entire file                                                hotline investigations                        Eligibility determinations
licensure information                           home studies                                  substance abuse Treatment
medical/psychiatric Evaluation/Treatment records                                            client Employment records

(NOTE: This dOEs NOT iNcludE ThE rElEasE Of
benefits received                                 completed fraud investigations      EmplOymENT rEcOrds fOr dss EmplOyEEs)

Other _______________________________________________________________________________________________
Note: Information pertaining to third parties in your records may be redacted or withheld entirely unless those persons authorize
the department, in writing, to release their information to you. Other information may be redacted when required by law. 
Note: Requests for DSS records may be subject to the collection of reasonable fees prior to the release of records.
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1.    READ CAREFULLY: i understand that my information and records with the department of social services are confidential by law. i understand that by
signing this authorization, i am allowing the release of any and all of my information and records which i am authorized to receive as specified on this
document whether past, present or created in the future up to the expiration or revocation date of this authorization, unless otherwise authorized. The
protected information in my records may include medical treatment and/or evaluation information, mental/behavioral health information, information relating
to sexually transmitted diseases, acquired immunodeficiency syndrome (aids), human immunodeficiency virus (hiv), other communicable or
environmental diseases and conditions, alcohol/drug abuse, application for and/or receipt of public assistance benefits, alcohol/drug abuse information,
and/or information concerning child abuse and neglect.

2.    This authorization includes both information presently compiled and information to be compiled during your association or dealings with the department
of social services, during the specified time frame.

3.    unless otherwise indicated, this authorization becomes effective on the date of signature below and will expire one year from that date.  if you would like
to specify a different expiration date, please indicate that date here: ____________________________

4.    i understand that i have a right to revoke this authorization at any time. i understand that if i revoke this authorization i must do so IN WRITING and present
my written revocation to the privacy Officer of the department of social services at 221 w. high street, room 230, Jefferson city, mO 65102. i further
understand that actions already taken based on this authorization, prior to revocation, will NOT be affected.

5.    i understand that i have the right to receive a copy of this authorization upon request. A photographic copy of this authorization is as valid as the
original.

6.    i understand that authorizing the disclosure of this information is voluntary. i can refuse to sign this authorization. i need not sign this form in order to receive
services from the department of social services. i understand that i may request to inspect or request a copy of information to be used or disclosed, as
provided in 45 cfr sections 155.260 and 164.524. i understand that any disclosure of information carries with it the potential for redisclosure by the party
receiving it and that the information may no longer be protected by law once it is in the possession of the receiving party. if i have questions about
disclosure of my information, i can contact the privacy Officer of the department of social services, my caseworker or family support eligibility specialist.

my signature below acknowledges that i have read and understood the text above, and authorize the release of my confidential information.
sigNaTurE Of cliENT                                                                                                                                                                                                            daTE

sigNaTurE Of parENT/lEgal guardiaN/rEprEsENTaTivE (if applicablE)

(please include a description of authority to act on client’s behalf and attach a copy of the document granting authority, where applicable.)

alcohol and drug abuse treatment records are specifically protected by federal regulations (42 cfr part 2) and by signing in the block below, i
am allowing the release of any alcohol and/or drug information or records (if any) that i may have to the agency or person specified on this form.
prohibition of redisclosure:  federal regulations (42 cfr part 2) prohibit the recipient of substance abuse treatment records from making further
disclosure of those records without the specific written authorization of the person to whom those records  pertain, or as otherwise specified by
such regulation.  a general authorization for disclosure of medical or other information is NOT sufficient for this purpose.  Sign below if you wish
to authorize the release of alcohol and drug abuse information.

sigNaTurE Of cliENT/parENT Or lEgal guardiaN (if applicablE) daTE

NOTICE OF REVOCATION

AUTHORIZATION TO DISCLOSE SUBSTANCE ABUSE TREATMENT INFORMATION

EffEcTivE daTE

i, _______________________________________________ , (client) hereby revoke my authorization of this disclosure of information to the
agency/person listed above. This revocation effectively makes null and void any permission for disclosure of information expressly given by
the above authorization. i understand that any actions based on this authorization, prior to revocation, will not be affected.

sigNaTurE Of cliENT                                                                                                                                                                                                            daTE

sigNaTurE Of parENT/lEgal guardiaN/rEprEsENTaTivE (if applicablE)                                                                                                            daTE

if you choose to revoke your authorization, please provide a copy of the completed revocation to the privacy Officer of the department of
social services at 221 w. high street, room 230, Jefferson city, mO 65102.
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